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Suicide prevention: at what level does it work?
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This paper reviews the prevention of suicide according to programme evaluation, risk and protective factors, type of intervention, level of
intervention and the interface between clinical and public health levels. From nearly a century of experience, a few but important lessons
have been learned: since suicide is affected by sociocultural factors, there is no safe indication that what has worked somewhere will
work elsewhere; in order to acquire any public health importance, suicide prevention programmes must clearly spell out their objectives
and targets; isolated actions have a much lesser probability of yielding significant population outcome results than more articulated
approaches that integrate public health measures and individual care with appropriate follow-up and social support.
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In 1942, the French existentialist
philosopher Albert Camus wrote:
“There is only one truly serious philo-
sophical problem: suicide”(1). If this
is so, why are psychiatrists interested
in this philosophical problem still
more than 60 years later? Well, sui-
cides are deaths and psychiatry — as
part of medicine — has a serious inter-
est in death, as well as in what is
behind it and its prevention or post-
ponement. And if it happens that
behind suicide there is a lot of mental
disorders and suffering — as it seems
indeed to be the case (2,3) — then the
prevention and the appropriate man-
agement of those mental disorders
would ultimately represent a form of
prevention of suicide.

From a historical perspective, sui-
cide - or self-killing, as it was referred
to in most European languages before
the 17th century (4) - has for many
centuries caught the attention of the-
ologians, jurists, philosophers, demog-
raphers, sociologists and, more recent-
ly, of psychologists, anthropologists,
epidemiologists, writers, artists, histo-
rians, linguists and a long etc. Medi-
cine started to be more systematically
interested in suicide in the 18th centu-
ry and, more frequently than not,
through psychiatrists and in connec-
tion with melancholia.

From the 18th century on, the con-
nection between suicide and mental
disorders (or insanity, to use the epoch’s
term) was firmly established in the
minds of most updated psychiatrists,
to the extent that any death to which a
natural cause could not be ascer-

tained was ascribed to madness (5). In
1801, Pinel stated that there was a
link between internal organs lesions
leading towards a “painful feeling
of being” and suicide. A few years
later, in 1838, Esquirol wrote that “all
those who commit suicide are
insane”, and in 1845 Bourdin categor-
ically affirmed that suicide “is always
a disease and always an act of mental
insanity”.

Since then, the polarity between
those who see suicide as a conse-
quence of a mental disorder (be it
caused by biological/genetic or by
psychological factors) and those who
attribute it to other causes (social,
economic, existential, etc.) has, to a
large extent, taken precedence over
other considerations; even the rele-
vant legislation promulgated during
the 20th century reflects this polarity.

This had the clear consequence of
grounding suicide, in the health
domain, somewhere between public
health and psychiatry (6). It is from
this double perspective that the pre-
vention of suicide will be overviewed
heretofore, according to programme
evaluation, risk and protective factors,
type of intervention, level of interven-
tion and the interface between clinical
and public health levels.

SUICIDE, SUICIDE ATTEMPTS,
SUICIDAL BEHAVIOURS

In 1964 Stengel (7), reflecting a
common clinical perception, proposed
that suicide and suicide attempts
reflected two distinct populations. At

the root of this distinction was the
intention to die (present in the former
and absent in the latter), but there were
also demographic factors (predomi-
nantly elderly males committing sui-
cide and young females attempting it)
and epidemiological elements (pre-
dominance of psychotic disorder
among those who died from suicide
and of personality and adjustment dis-
orders among those who attempted it);
finally the means employed also con-
tributed to differentiate between these
two populations: more lethal means
were employed by the former group
and less lethal ones by the latter.
Probably due to the fact that the
outcome of completed suicide is
much more obvious (and severe) than
that of suicide attempts, the literature
on the former is much more abundant.
Also, information (which depends on
recording systems and indicators) has
been more commonly available for
suicide than for suicide attempts. For
many countries, for instance, there
are extensive time series of data
about mortality related to suicide,
whereas similar information on sui-
cide attempts is badly missing.
Nevertheless, with recent changes
in demography, in social structure and
mores and — perhaps more important-
ly — with the greater availability of
more lethal means employed in sui-
cide attempts, the previous clear
demarcation lines between suicide
and suicide attempt “populations” are
getting more and more blurred. This
brought in the need to find an umbrel-
la term that would encompass both.
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Under the influence of North-Ameri-
can psychology, the term now com-
monly used is suicidal behaviours,
and this term will be adopted in the
present paper.

PREVENTIVE EFFORTS

Documented systematic suicide
prevention efforts are almost a centu-
ry old (8). Suicide prevention pro-
grammes were initiated in both New
York (National Save-A-Life League)
and London (Suicide Prevention
Department of the Salvation Army) in
1906, in Vienna (Suicide Prevention
Agency) in 1948, and in Berlin (Sui-
cide Prevention Service) in 1956.
Whereas these initiatives remained
basically local, the one launched in
London in 1953 by the Samaritans
soon spread out to numerous coun-
tries, using the same principle of
“befriending”. Today, there are count-
less numbers of suicide prevention
services, as well as “crisis centres”
aiming at preventing suicide.

With almost a century of preventive
efforts, there should be enough data
to evaluate their efficacy. Actually,
numerous papers have been pub-
lished on this, with sometimes contra-
dictory, if not puzzling, results, proba-
bly owing to the only partial control
of variables involved in the suicidal
process. Should any one of these sev-
eral efforts have demonstrated an
unquestionable and universal superi-
ority over others, in all probability it
would have already been widely
adopted. In reality, what we find is
proponents of a variety of preventive
programmes and theories trying -
without great success — to convince
others of the superiority of their own.

A careful review of the evidence of
effectiveness of suicide prevention
interventions published by Gunnel
and Frankel in 1994 (9) examined the
medical literature in English language
from 1975 on. Out of 19 studies iden-
tified, only two were randomised
controlled studies (10,11); the major-
ity of the remaining relied on experts’
or expert committees’ opinion or clin-
ical experience. When they analysed
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results of studies combined by setting
and intervention, and by exposure to
intervention, sadly enough, the high-
est percentage of reduction in suicide
rates observed was 4%.

With a few remarkable exceptions,
most evaluative research in suicidolo-
gy clearly reflects the ideological and
etiological views of its authors and
addresses the factors (i.e. social, eco-
nomic, genetic, psychopathological,
etc.) believed by them to be relevant
in the suicidal process and ignores all
others. As a result, a positive and con-
clusive outcome observed somewhere
quite frequently fails to be reproduced
elsewhere, where non-controlled vari-
ables are at variance (even though
usually only the “positive” results are
known, due to the fact that “negative”
results tend not to be welcome by sci-
entific journals).

In many instances, the lack of pre-
cision of the programmes in both
objectives and indicators makes true
assessment a difficult task. Objectives
of prevention programmes can range
from a modification of the underlying
psychopathological process (e.g. sui-
cidal ideation) to a reduction of mor-
bidity (e.g. suicide attempts) up to a
reduction of mortality due to suicide.
Ideally, efficacy indicators should
be, correspondingly, process or out-
come indicators. However, many pro-
grammes aiming at modifying psy-
chopathology or morbidity (admit-
tedly or not) are evaluated against
changes in mortality rates, whereas
some programmes aiming at a reduc-
tion of suicide mortality present their
results as an improvement in psy-
chopathology or morbidity (or in col-
lateral indicators, such as social inte-
gration); this is particularly true when
the outcome does not correspond to
what was expected and stated at the
beginning of the programme.

So far, probably the only large
scale, national suicide prevention
programme that has been fully imple-
mented and evaluated is the Finnish
Suicide Prevention Project (1986-
1996). Its aim was “to reduce the sui-
cide rate by 20% by 1995, compared
to the situation at the beginning of the

project”. The evaluation conducted in
1996 indicated a reduction of 8.7%
between 1987 and 1996 (with a reduc-
tion of 17.5% between the peak years
of 1990 and 1996) (12).

RISK AND PROTECTIVE FACTORS

A great amount of research in suici-
dology revolves around risk — and, to
a lesser degree, protective — factors. At
any rate, empirical evidence on risk
factors for suicide is by far more abun-
dant than that on protective factors,
probably due to the fact that their
measurement is more straightforward,;
in other words, there are more studies
on the association of suicide with risk
factors (irrespective of whether these
are actually modifiable or amenable to
controlled interventions) than with
protective factors (which remain
mostly at a rather theoretical level).

The literature on risk factors for sui-
cide and suicidal behaviours is quite
vast (albeit not always as critical as
one might wish); interested readers are
suggested the following critical
reviews: Goldney (13), Beautrais (14),
Wasserman (15) and Hosman et al
(16). Forster and Wu (17) have also
proposed an interesting typology of
potentially modifiable and non-modi-
fiable risk factors (Table 1). Most stud-
ies on risk factors are retrospective,
commonly using a single, discrete vari-
able identified close in time to the sui-
cidal event, whereas protective factors
remain largely at a theoretical level of
discussion, probably owing to the
interconnectedness of most protective
factors with other variables and their
long time span, which render well-
controlled studies a quite complex
task. Durlak and Wells (18) have
reviewed some of these difficulties and
suggested ways to improve research
related to this issue.

Whereas risk/protective factors
remain one of the most exciting areas
of research in suicidology, their trans-
lation into uncontroversial and effi-
cient suicide prevention programmes
still is in great need of both demon-
stration and evidence. One of the
main obstacles to this translation is
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the not always considered distinction
between “fixed” and “potentially mod-
ifiable” risk factors.

Probably the best way of estimating
the contribution of specific risk fac-
tors is to calculate what is known as
population attributable risk (PAR).
Briefly, in this case, PAR gives an indi-
cation of the percentage reduction of
mortality rates if a given factor, sup-
posed to be causally related to suicide,
was eliminated.

PAR can serve two purposes: on
the one hand, in relation to “fixed”
factors, it indicates groups and indi-
viduals that, due to an increased,
albeit unmodifiable risk, will benefit
from a close follow-up; on the other
hand, for modifiable factors, it clearly
indicates the type of intervention
needed, both at individual and popu-
lation level. Examples of the estima-
tion of PAR have indicated that a
reduction in suicide rates of between
9% and 29% could be expected if
individuals with family history of sui-
cide (19) and with substance use dis-
orders were targeted. There is an
urgent need of the consideration of
PAR when designing and implement-
ing suicide prevention programmes.

TYPES OF INTERVENTION

A thorough discussion of the com-
parative effectiveness of types of inter-
vention is beyond the scope of this
paper. Broadly speaking, major inter-
ventions for the prevention of suicide
can be grouped under the following
headings.

Table 1 Major risk factors for suicide (adapt-
ed and modified from 17)

“Fixed” factors Potentially

modifiable factors

Gender Access to means
Age Mental disorders
Ethnicity Medical illnesses

Sexual orientation Social isolation

Previous attempts Marital status
Employment status
Anxiety
Hopelessness

Life satisfaction

Reduction of access to methods
and means of suicide - An overview
of the evidence indicates that reduc-
tion of access to methods (e.g. med-
ication, pesticides, car exhausts,
firearms) is perhaps the intervention
with the strongest impact at the popu-
lation level (20).

Treatment of people with mental
disorders - It is remarkable that the
introduction, by the middle of the
20th century, of effective medication
for the control of major mental disor-
ders associated with suicide (e.g.,
depression and schizophrenia) has
brought no significant reduction in
national suicide rates in those coun-
tries where the medication was widely
used. The recent introduction of new
antidepressant medication has led to
a controversial evidence concerning
its impact on suicide rates (21). How-
ever, the evidence is far better when
examined for specific diseases (e.g.
major depression (22) and schizo-
phrenia (23)) or treatment approaches
(e.g. the use of lithium in mood disor-
ders (24)). Probably a close follow-up
of people who previously have
attempted suicide would also fall
under this heading (25).

Improvement of media portrayal
of suicide - Although there is a con-
sistent evidence about the improve-
ment of media portrayal of suicide
(26), the impact of this intervention at
the national level remains to be con-
vincingly demonstrated.

Training of primary health care
personnel - The evidence of the effica-
cy of training primary health care per-
sonnel as an approach to suicide pre-
vention, although much touted,
remains based on a single remarkable

but limited — both geographically and
in terms of gender differences — exam-
ple, developed on the Island of Got-
land (27). Larger ongoing studies (e.g.
in Hungary and UK (28)) should shed
additional light on this issue.

School-based programmes - The
same applies to school-based pro-
grammes. The ever-quoted example of
Dade County (29) (nevertheless more
related to suicide attempts than to
completed suicides) stands unfortu-
nately in isolation. A full evaluation of
other similar ongoing programmes
(e.g. in Stockholm) will hopefully
contribute a much needed additional
evidence. Environmental and epi-
demiological specificities of school
populations should be carefully con-
sidered in planning and implementing
suicidal behaviour programmes with
them (30).

Availability of hot lines and crisis
centres - In spite of their popularity
and attractiveness, so far there is no
conclusive evidence on the effective-
ness of suicide prevention hot lines
and crise centres (31,32). Admittedly,
it seems that their efficacy to help
people in crises (not necessarily suici-
dal) is far greater than their impact on
suicide rates.

LEVELS OF INTERVENTION

For an overview of the impact of
suicide prevention programmes at the
public health level, the conceptual
model developed by Mrazek and Hag-
gerty (33) seems particularly useful.
Briefly, it categorises preventive inter-
ventions, according to their coverage,
into universal, selective or indicated
interventions. Table 2 shows some

Table 2 Examples of effective preventive interventions for suicidal behaviours, by coverage

Intervention Prevention of mental disorders Prevention of suicide

Universal Adequate pre-natal care Limitation of access to toxic substances

Selective Psychological support to people in crisis ~ Treatment of people with mental disorders
situations or with physical diseases (including substance use disorders)

Indicated Programmes for parents of pre-school Close therapeutic follow-up of people

children with marked aggression
and rebelliousness

with bipolar disorders or with recurrent
psychotic episodes

Close (psychosocial) follow-up

of previous attempters
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examples of these interventions, both
general and specific to suicide preven-
tion.

A closer look at the numerous
actual or proposed suicide prevention
approaches and programmes, some of
which are mentioned above, would
indicate that, according to Mrazek
and Haggerty’s model, we have more
convincing evidence concerning uni-
versal and indicated interventions
than selective ones. This is not too dif-
ferent from what happens in the over-
all mental health field (34).

THE INTEGRATION
OF PUBLIC HEALTH AND
CLINICAL ACTIONS

Overall, in relation to the efficiency
of suicide prevention, suicidologists
and clinicians are much more opti-
mistic than public health officers. And
probably all are right, but not always
one finds clinicians, suicidologists
and public health officers working
hand in hand (35). What is badly
needed is an integrated approach
bringing closer their specific objec-
tives and outcome measures, allowing
for the differences in their respective
methods and techniques. Also, this
integrated approach should take into
account both risk and protective fac-
tors, ranging from universal through
selective up to indicated interven-
tions. Some of these find an easier
and more appropriate implementa-
tion at the public health, collective
level, while others would be best

implemented in clinical settings, at an
individual level. Figure 1 graphically
depicts this integrated conceptual
model.

CONCLUSIONS

From nearly a century of experi-
ences in suicide prevention, a few but
important lessons have already been
learned:

e Since suicide is intrinsically affected
by sociocultural factors, there is no
safe indication that what has
worked somewhere will work else-
where. It has been demonstrated
that suicide prevention programmes
have worked some times, some-
where. However, a “direct trans-
plantation” of policies and pro-
grammes, without full considera-
tion of those factors, will probably
yield frustrating results.

e In order to acquire any public
health importance, suicide preven-
tion programmes must clearly spell
out their objectives and targets (i.e.,
specific results in a given time-
frame). Without this, they cannot go
beyond well intentioned initiatives,
with many beneficial collateral out-
comes, but perhaps without a real
reduction in rates of suicidal behav-
iours.

e Isolated actions have a much lesser
probability of yielding significant
population outcome results than
more sophisticated and articulated
approaches that integrate public
health measures and individual care

Public health -

\

» Clinical setting

/

Preventive interventions

Universal ———— Selective ———— Indicated

Risk factors e

» Protective factors

Figure 1 Suicidal behaviours prevention: integration of public health and clinical approaches
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with appropriate follow-up and

social support.

In terms of the prevention of suici-
dal behaviours, we have already
learned a lot about what to do, and to
whom and with whom, where and
when. We have today a much clearer
idea about the specific role of politi-
cal/health authorities, health person-
nel, mental health staff, psychiatrists,
journalists, survivors of suicide and
the society at large. However, there is
still a great deal to improve on what
we know about what to do, and to
whom and with whom, where and
when. Many lessons have been
learned but we still have a few terms
ahead of us before a full graduation is
reached.

I would like to conclude quoting
once again Camus and - as a doctor, a
psychiatrist, a public health officer
and a being-in-the-world - agree with
him that “Through consciousness
only, I transform in rule of life what
was an invitation to death, and I
refuse suicide”. Our current limita-
tions should not abate us, rather they
should be a strong stimulant for the
improvement of the efficiency of our
current strategies and methodologies
for suicide prevention, both at clinical
and public health levels.
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